A few months ago, I had to tell one of my attending physicians that he was wrong. His belief was based on experience, but my assertion was based on evidence. This debate, and many like it, reveals a reevaluation of the role of information in medical decisions and the doctor-patient relationship.
refuse to accept "because that has worked in the past" as justifi cation for any decision. At the interface between experience and evidence, as in our morning report, confl ict is frequent. We no longer learn exclusively from the experience of our mentors. When they offer an approach, we accept it cautiously. With this transition comes healthy questioning, sometimes even disrespect, about the source and the quality of information.
Lately I've been thinking this dispute is more than generational. Technology has forced us to reevaluate completely the role of information in medicine. As serious consumers, modern physicians must become evidence connoisseurs. My colleagues discuss the value of MDConsult, UpToDate, and InfoPOEMs, and we debate the usefulness of intention-to-treat analyses. When our mentors seek information, it is often derived from single sources and frequently based more on experience. We evaluate levels of evidence and scan for the most recent studies or meta-analyses. While the graying internist squints at the PDR, we tap away at our PDAs. Even so, we're all beginning to question how our reliance on evidence affects our relationships with patients.
It' s hard for one generation of physicians to accept the approach of another. Older physicians lament the declining physical examination skills and loss of the art of medicine in their apprentices. Younger physicians deride older physicians as out-of-date and nostalgic. Older physicians rely on their central (as opposed to peripheral) brains to make point-of-care decisions and regard PDAs as crutches that can only soften the minds of younger physicians. Younger physicians have accepted that they cannot know everything, but that they must know how to fi nd information quickly and evaluate its quality.
I suggest that the thoughtful family physician can learn something from both perspectives. The evidencebased approach certainly has something to offer-we realize that information mastery is no longer optional, it is a core requirement in a doctor' s tool bag. We nimbly navigate an exponentially increasing library of medical evidence, and more than any generation in the past, we think in terms of effi ciency and outcomes. We also tend to think in terms of machines and mechanics. All too often we view medicine from the outside, as huge groups of study participants viewed through various numbers and images.
Our experience-based advisors remind us that we have answered a noble and compassionate call. They personify an era when the doctor-patient relationship existed on a personal level with fewer distractions from laboratory tests and radiographs, an era when listening was a doctor' s most effective skill. They come from a time when a study group was an N of 1 and doctors had a personal understanding of individual patients, and they use those understandings to make intuitive and intimate decisions. As we attempt to defi ne our profession in this century, one of our greatest challenges is to remember the relationships that got us here. The mindful physician incorporates evidence and surveys outcomes, but never at the expense of a personal interaction with a patient.
In his essay "Leech, Leech, Et Cetera," Lewis Thomas observes that modern clinicians have made a dangerous pact. 1 We crave technology and the information it provides, but in exchange we distance ourselves from patients and risk becoming simple technicians. The stethoscope, for example, magnifi es visceral reverberations at the expense of a literal space between doctor and patient that did not exist before. Taken to the extreme, a radiologist can sit in his bedroom and use a CT scan to make a diagnosis that is more specifi c than the diagnosis of the bedside physician. Today, he notes, patients spend more time talking with the admissions and billing departments than with their doctor.
I'm trying not to let that happen to my patients. I paid attention to the BNP results, and I based my clinical decisions on them. I monitored the outcomes and prescribed medicines because they have improved morbidity and mortality in large studies. I've also come to realize that, whether he realized it or not, the graying internist was asking me not simply to look at my patient' s neck and listen to her chest; he was urging me to be with my patient. When I look in the mirror some nights and see the technician that Thomas predicted, I wonder whether I might have something to learn from the internist after all.
